Since 1918 dental examination of children in the school setting has been a statutory requirement. The origins for this obligation were founded in the work of William Fisher, a Dundee dentist, who is widely regarded as the father of public health dentistry. Fisher examined children in school and identified high levels of dental disease, which moved him to call for a compulsory inspection of children's teeth in school. 1 This school dental inspection was incorporated into the school medical examination under the 1907 Education Act. Around the same time the school dental service was established. Local authorities managed this service, and the requirement for school dental inspection, with subsequent treatment if necessary, was written into the 1918 Education Act.
The role of dental inspection in the delivery of primary dental care has been reviewed periodically since it became a statutory requirement. In 1964 the Department of Health defined this activity as "identifying children in need of treatment". 2 However, in 1986 this activity underwent a change in title to dental screening, 3 yet the process remained virtually the same; dentists examined children in school and identified and referred those needing treatment. In the 1970s the school dental service was renamed as the Community Dental Service (CDS) and became an NHS service, but the role still revolved around the dental care of children. In 1989 the role of the CDS was broadened, 4 to provide care for disadvantaged groups and act as a complementary service to the General Dental Service (GDS). The GDS, which makes up approximately 85% of the dental profession, was identified as the principal service for the care of children. The CDS now had to "screen" children and refer those with a dental problem to the GDS for treatment. The responsibilities of the CDS were reiterated through NHS guidelines in 1997, 5 yet still included oral screening (sic). The guidance was explicit, stating that all children attending state maintained schools should have oral screening at least three times during their school life, and that children in areas of high disease prevalence should be screened more frequently.
Screening is described as "the presumptive identification of unrecognised disease or defect by the application of tests, examinations or other procedures which can be applied rapidly". 6 Oral screening, largely unchanged since 1918, clearly does not fit this definition, nor does it fulfil the principles laid down by Wilson and Jungner, 7 to which a screening test should theoretically adhere. Oral screening involves a visual inspection of each child's mouth. It is performed under suboptimal conditions, with poor lighting and poorly positioned subjects. The familiar lighting and chair used in the dental surgery are not available, and more sophisticated diagnostic tests, such as radiography and transillumination, are not employed. Therefore diagnosis is performed at a very gross level and detection of early disease is impossible. Also the "screening test" is not standardised, there are no agreed aims and objectives for this activity, and the CDS dentists performing screening are not usually calibrated. Most importantly, there is no agreed policy on the conditions to be screened for and therefore no agreement on whom to treat as patients after referral from screening. This latter point is crucial, as although school oral screening has remained largely unchanged since the turn of the century, the way the GDS manages tooth decay in children has changed dramatically over the past 10 years. Since the late 1980s the NHS child dental health surveys have shown a progressive fall in the proportion of tooth decay treated by restoration. This fall has been particularly acute in the deciduous dentition. For example, the survey of 1997-98 showed that in England only 15% of tooth decay experienced by 5 year old children was treated by fillings, and most disease was untreated. 8 Therefore the epidemiology suggests that a child with decay in the deciduous dentition who is referred by the CDS after dental screening is unlikely to have it treated by a GDS dentist. Consequently, oral screening, as it is presently performed, is out of step with the service that is expected to treat referred children.
Oral screening is a costly activity for the NHS to fund. It was estimated that in 1992 3.2 million children, aged 15 years and under, were screened in school at a (conservatively) estimated cost to the NHS of £2.5 million. 9 Unfortunately, we have no information about the benefits of oral screening as it is ill defined, and referred children are not routinely followed up. Therefore an objective evaluation of this statutory activity is needed, to determine if the not inconsiderable costs produce any palpable health gains. The need to research oral screening was recognised as one of 20 priority areas for funding by a review of the research needs for primary dental care in 1994. 10 However, the following year the Department of Health removed it, without explanation, as a priority area for funding.
One of the main problems with oral screening has been that it is disconnected from general dental practice. 9 This has resulted in screening becoming, all too often, a source of rancour between the CDS who deliver the process, and GDS dentists as the recipients who are expected to treat referred children. Recent work by Milsom et al 11 has taken a fresh look at oral screening. For the first time consensus was established between all CDS and GDS dentists working in a specific locality on a set of clinical conditions that would require treatment. Children found to have these obvious clinical conditions would be referred to a GDS dentist and would then be likely to receive appropriate treatment, as the GDS dentists have agreed that the conditions triggering referral necessitate treatment. This agreement will also enable the CDS dentists to be calibrated on these conditions and at last permit agreed aims and objectives to be set for oral examination of children in school. This will also allow the costs and benefits of this statutory requirement to be evaluated scientifically. The dental inspection of children in school should never have been called "screening" if judged against classical 7 and contemporary concepts 12 of this activity. Under this new model advocated by Milsom et al 11 the process can be standardised and the terminology used to describe this activity should be redefined.
